. Axial (A) and coronal (B) CTs show that the mass in the right maxillary sinus extends medially into the right ethmoid sinus and nasal cavity, superiorly into the orbit, and laterally into the right masseteric space and infratemporal fo ssa.
A 43-year-old man presented with an IS-month history of progressive bilateral nasal obstruction, greater on the right than on the left , and associated clear rhinorrhea and anosmia. He also reported that his right eye had protruded. He denied diplopia, vision changes, facial pain, headaches, and a history of sinu sitis.
In addition to the mild right exophthalmos, physical examination revealed fulln ess over the right maxilla that extended to the tempo ral area. Inside the nasal cavity, bilateral inferior turbin ate hypertrophy and irregular nasal muco sa on the right at the level of middle turbinate were noted . In addition, the medial maxillary sinus wall was bulging into the nasal airway. Nasal endo scopy confirmed the presence of an expansile mass that was obstructing the middle and superior portions of the right nasal vault. Endoscopic examination of the left nasal cavity revealed no masses in the nasopharynx.
Computed tomography (CT) of the sinuses identified a 7.3-cm soft-tissue mass in the right maxillary sinus and erosion of the anterior maxillary sinus wall (figure I) . The ero sion extended medially into the right ethmoid sinus and nasal cavity, superiorly into the orbit, and laterally into the right masseteric space and infratemporal fossa.
The mass was biop sied endoscopic ally. Pathology results were significant for a mesenchymal spindle-cell tumor (lowgrade cytology), with feature s consistent with a solitary fibrous tumor (figure 2, A). No cytologic atypia , necro sis, or mitoti c activity was seen. Immunoreactivity evalu ations revealed a diffuse stain for vimentin (figure 2, B) and weakly positive stains forCD34, CD99 , Bcl-2 , and smooth-muscle actin; stains for epithelial marker s, melanoma markers , S-lOO protein, and desmin were negative .
The patient underwent a right maxillectomy with orbital preservation via a lateral rhinotomy ( figure 3, A) . The right orbit al floor was recon structed, and a palatal prosthesis was placed. The long-term cosmetic outcome was excellent ( figure 3, B) . The final pathology report with the same immun ologic stains was con sistent with that of the biopsy.
Most benign epithelial tumors of the sinonasal tract are papillomas and adenomas. Even though papillomas are benign, they can be locally invasive; they can extend beyond their site of origin; they can destroy bone; they can recur when not exci sed completely; and they may be associated with malignant tumors. Solita ry fibrous tumors of the sinonasal tract are relatively rare. The se spindlecell tumors were originally described in the pleura and peritoneum. l-' By definition, these tumors are CD34-positive . The most common symptoms in affected patient s are nasa l obstruction, epistaxis , and later facial and/or nasal pain. The location of the mas s is often reve aled by nasal endoscopy.
Volume 86 , Number 7 CT and magnetic resonance imaging are useful for tumor mapping because they identify eroded or deformed bony structures and soft-tissue exten sion . Radiologic evid ence of orbital-floor erosion is often confirmed surgically. In cases where there is no evidence of orbital periost eal invasion , the eye may be preserved.' Because solitary fibrou s tumors tend to recur after local resection, we recommend that the surgeon (I) perfo rm a wide loca l resection that follow s the path of the tumor and (2) pay special attention to preserving or reconstructing facial contour. When recontouring the face after maxillectomy, the senior author (R.EO.) has had good results with hydroxyapatite and replating the zygomatic arch .
